Recommendations
1 The recording and/or reporting of suicides as a cause of death should be improved. In particular, where the deceased is a doctor there should be an improved mechanism for identifying and recording his/her specialty. 
What other guidelines are available on this topic?
There is much guidance available about mental health and well-being, and mental illness including suicide, but limited resources are directed specifically at anaesthetists or anaesthetic departments (the Welfare of Anaesthetists Special Interest Group of the Australian and New Zealand College of Anaesthetists has produced an adapted version of guidance published by the American Society of Suicidology, on the management of a colleague's suicide [1] ).
Why was this guideline developed?
There has been increasing concern about stress in the medical workplace and, in particular, evidence suggesting an increased risk of suicide amongst anaesthetists [2] [3] [4] .
Anaesthetists' experiences of suicide suggest a need for such guidance [5] .
Introduction
The link between anaesthesia 1 and suicide has long been recognised [6] [7] [8] [9] [10] [11] [12] . Supporting anaesthetists' well-being is one of the main activities of the Association of Anaesthetists, which has become increasingly concerned about reports of suicide within the specialty. The aim of this guidance is to raise awareness of suicide and its risk factors, and of possible intervention and support 2both for colleagues at risk and those managing the aftermathamongst individuals, departments and Trusts.
Suicide rates
Suicide is a major public health issue in the UK [13, 14] .
According to Office for National Statistics (ONS) data, UK suicide rates in the general population have been generally falling over the last 40 years, although at a slower rate of decline than many other major causes of death. Threequarters of the reported suicides occur in men, with the highest risk age of 45-49 years in both men and women [15] . The most recent ONS figures show a significant increase in suicide rates between 2017 and 2018, the first increase since 2013 ( Fig. 1 ). This may be partly related to a change in July 2018 in the standard of proof used by coroners when certifying death by suicide [15] .
Doctors are at increased risk compared with the general population, with the increase greatest for female doctors [16, 17] . In England, this trend may account for an apparent reduction in the male:female ratio over the last 4-5 years of data ( Fig. 2) . Data from the ONS suggest similar numbers of suicides registered in medical practitioners (11-20 per year) between 2001 and 2016 [19] , which might suggest a falling rate as the number of doctors has increased over this period [20] , although the same concerns apply regarding the accuracy of the data as noted below regarding anaesthetists (with the exception of uncertain medical specialty).
Anaesthetists have been highlighted as having a greater risk of suicide than other specialties, although only a handful of studies with information specific to anaesthetists have been published after the year 2000 [2] [3] [4] [5] . Theories include access to, and knowledge of, potentially lethal drugs and means of their administration; the particular stresses of working within the specialty; and the personality type of doctors entering anaesthesia. The importance of the first is highlighted in ONS data (2001) (2002) (2003) (2004) (2005) (2006) (2007) (2008) (2009) (2010) (2011) (2012) (2013) (2014) (2015) relating to deaths by suicide in anaesthetists, in which 86% were due to poisoning, most often (83%) with anaesthetic medication [19] . Recent case reports would also suggest an increasing use of propofol as a drug of abuse [21, 22] . The difficulties in ascertaining accurate numbers of deaths by suicide within the specialty are well described (Table 1) .
Risk factors and precipitants
Risk factors for suicide in the general population include being male; self-harm; bereavement by suicide; a history of mental illness such as depression; and adverse life events such as relationship or financial issues. However, risk factors alone do not reliably predict suicide attempts [25] . Risk factors in the medical profession include stress arising from complaints or bullying; high physical/mental demand, the effects of ageing, fatigue and uncontrollable long hours/ shift working with social or professional isolation, compounded by examinations and frequent rotations for trainees [26, 27] ; a perfectionist personality typethat while predictive of good doctors, can also increase the risk of developing mental illness [28] and reluctance to seek medical help [29] . This reluctance may arise from fear of stigma, a lack of time, a misplaced work ethic or concerns over privacy/confidentiality including potential regulatory or disciplinary procedures [30, 31] . In addition, there may be differences in the way that doctors are treated as patients, and how they manage their own treatment including registering with a GP [32] . Altogether, these factors place doctors at higher risk of work-related stress, burnout and mental ill-health [33] . The Horsfall report found that undergoing fitness to practise and other regulatory investigations are further significant stressors [34] . Although there is little work in this area, the over-representation of international medical graduates in regulatory/disciplinary proceedings [35] , plus the additional stressors that many IMGs face (e.g. the practicalities of migration, cultural adaptation and changes in their social support) may indicate additional risk of mental illness in this group [36] .
Additional occupational risk factors particularly relevant for anaesthetists include the ever-present risk of serious adverse patient outcomes including death [37] .
Substance misuse is a particular hazard and is more likely to involve potent analgesics or anaesthetic agents in anaesthetists [23] . Furthermore, anaesthetists have access to (and knowledge of) powerful means with which to take one's own life. 3 
Suicide and ideation
Suicide is more than a single act; it is a process beginning with suicidal thoughts (ideation), followed by a plan that may or may not result in an attempt [38] . However, not all those with ideation disclose it, so that the apparent absence of ideation (or plan) may be falsely reassuring;
conversely, suicidal ideation is not in itself a reliable predictor of suicidal intention [39] . The speed with which transition between the stages occurs is also unpredictable, although 90% of unplanned and 60% of planned attempts occur within 1 year of the onset of ideation [38] . Suicidal ideation may also fluctuate over very short periods of time. A change in behaviour whereby a previously stressed/struggling colleague suddenly seems at peace with him/herself and his/her problems may indicate that the person has developed a plan with intent to carry it out. The most recent data on the incidence of suicidal ideation in the medical profession come from the 'Beyond Blue' survey of over 11,000 Australian doctors [17] , in which 10% reported suicidal thoughts within the last 12 months and 25% before the last 12 months. Surveys specific to anaesthetists or intensivists have suggested a 3-25%
incidence of suicidal ideation, depending on how it is definedthe lack of a consistent definition remaining a problem in surveys of this nature [37, 40, 41] . A recent study of 397 responding anaesthetic trainees found that 11 (3%) reported suicidal ideation within the previous 2 weeks [26] .
Effect on others
There may be a multitude of people who are affected before a person takes his/her life, as well as after the death ( Table 2 ). Many of these experiences have been captured in the Association of Anaesthetists' survey on suicide conducted in late 2018 [5] .
Aims of this guidance
The aims of this guidance are to raise awareness of suicide amongst anaesthetists and of potential opportunities for intervention within departments and organisations; and to support those affected by the suicide of a colleague. The guidance is based on evidence where available, while recognising that in many areas the evidence is weak; therefore, much of the guidance is based on expert opinion and current 'best' practice. The guidance also draws on the results of the Association of Anaesthetists' survey on suicide [5] .
Although it may seem at first glance that this guidance is aimed at leaders and managers, there is much that individuals can consider and do themselves, not only from the perspective of looking after their own mental health but also as colleagues, creating and contributing to teams, departments, Trusts and national strategies in promoting healthy psychological well-being.
Prevention
Establishing reliable ways to prevent deaths from suicide is difficult because there is no entirely predictable set of causative factors for any individual case [24, 43] . However, there are well recognised risk factors (see above) that can be addressed at multiple levelsby individuals, departments, organisations and external organisations. The Working
Party feels that the approach to intervention needs to be at all these levels.
Individuals
Everybody should be registered with, and/or have access to, a GP. They should also be aware of the risk factors, 
Box 6
There have been some very dark times despite lots of support from friends and work. I did plan the time, place and method of killing myself, but did not take the thiopentone home. I am not in such a dark place now, but it felt like not existing any more would be the easiest option rather than continuing the struggle.
Box 4
For me, the main reasons for wanting to take my life were not having to cope with the pain any longer (depression feels like pain), and to reduce the burden on my family (and anyone else).
Box 3
The prettiest girl in my year at medical school died from an overdose of fentanyl when she was an anaesthetic trainee. There is no way of knowing if it was accidental or not. We were all devastated, she was a lovely person.
The importance and value of non-professional support from colleagues, friends and family and from volunteer organisations such as the Samaritansalso should not be underestimated [45] .
Those with current or previous suicidal ideation, and those at particular risk of this, should consider making a suicide 'safety plan', a written set of escalating steps to be followed until the person is safe. Such a plan might include strategies for dealing with stressful situations, resources and contact details including 'crisis' numbers should the person be actively contemplating suicide ( [49, 50] .
Individuals' ability to influence their friends, colleagues and departments through their own actions and attitudes regarding a mentally healthy environment should not be underestimated. There are also many ways of getting involved in local supportive initiatives, for example, Schwartz rounds (see http://www.theschwartzcenter.org). In particular, those who are concerned about the well-being of others should not feel inhibited from checking whether they are alright; there are many accounts of how planned suicides were averted by a friend's enquiry or by talking to a stranger [51, 52] . Individuals also have a role in encouraging others to seek appropriate help (see below), as well as considering safety and governance within the organisation.
Departments and directorates
Departments should realise that prevention opportunities present at many junctures and need to have a strategy to maximise this. Normal governance practice (e.g. appraisals, performance reviews, incident reviews, complaints, job planning, etc.) may highlight concerns around an individual's well-being, and a pathway for following up such concerns should be present. Locum staff may present a particular challenge as they may fall through some of these processes.
There should be awareness of well-being and support structures/resources within and outside the organisation (see below)and where possible, encourage involvement Table 2 How others may be affected before and after a suicide.
External factors that contribute to suicide and suicidal ideation
Although not necessarily having suicidal ideation, family/friends and colleagues may be exposed to the same stressors, for example, financial difficulties, oppressive demands/limited resources at work. Within the specialty, this has implications for the general stress and well-being of anaesthetists in the workplace [5, 42] The individual's suffering Those around him/her may be concerned about the person's well-being There may be safety issues potentially placing others (including, but not confined to, patients) at risk
The death itself Discovering the body is hugely upsetting, whether this occurs at home, at work or elsewhere The immediate response has far-reaching and distressing effects, for example, police involvement; informing relatives, colleagues and others; handling the media; management of clinical work-load (whether or not the death occurs at work)
The aftermath From a professional point of view, the effects of a suicide can be considered at several levels, for example, individuals; departments; Trusts and other organisations; and nationally. These are considered below and include maintaining service provision while staff are grieving, attending the funeral, receiving counselling, etc. If the death was at work, there may be additional issues over where it occurred and how that impacts on the use of that area Distress (even to the point of developing suicidal ideation oneself), guilt and/or anger may be feltand support neededby those even without direct involvement with the deceased or his/her department Staff with managerial/educational roles within the department or organisation may themselves need additional support, to help them with the considerable stress of managing the aftermath of a suicide. Table 3 Elements of a suicide safety plan. The person drawing up the plan (with or without assistance) would record those elements relevant to their own situation/experiences. Adapted from [46] .
Step 1 Warning signs (thoughts, images, mood, situations, behaviours) that a crisis may be developing
Step 2 Internal coping strategies (i.e. without involving another person), for example, exercise, relaxation
Step 3 People and social settings providing distraction
Step 4 People to be contacted for help
Step 5 Professionals and/or agencies to be contacted in a crisis
Step Access to powerful drugs has been highlighted as a particular issue in the suicide of anaesthetists [23, 37] , and departments should ensure that local policies follow national guidance [55] . It should also be remembered that potentially fatal drugs may be stored in many other areas outside the operating theatres.
Grade-specific issues
There are stressors and risk factors that may be common to all grades, albeit to varying degrees. However, some may be particularly pertinent to certain grades. A recent survey and interview study of anaesthetic trainees within South West England and Wales reported a high prevalence of perceived stress and risk of burnout and depression [26, 27] . The investigators emphasised the need for cultural change within the specialty and organisations in terms of attitudes to, and support for, well-being, while highlighting the conflict between work satisfaction and the demands of training. One specific recommendation, in addition to addressing other stressors already discussed above, was the provision of protected time for non-clinical activities [26, 27] .
Employers
All employers have an obligation to support their employees' well-being, and guidance exists regarding suicide amongst employees [59] . Within the NHS, there are resources relating to mental health available for employers [60] [61] [62] [63] , and specific advice exists about the well-being structure within Trusts, including governance and reporting pathways to Trust boards [58, 64] . seek help at the time, but the department would not let me out of work even to attend an appointment. They made everything so much worse and I still don't forgive them for it. It has been a long slog to get to where I am today.
Employees who present with suicidal ideation to a Trust
Occupational Health department might expect the following approach, after their immediate safety has been ensured: In an acute crisis, the Occupational Health physician will involve a relevant third party support system, for example, liaison psychiatrist, crisis team or emergency department; in other situations, the physician will undertake a suicide risk assessment to review the individual's risk and any protective factors, with a focus on identifying modifiable targets for intervention [66] . In addition to supporting employees' ability to avoid suicidal behaviour, they will also be signposted to their GP and/or psychiatrist for further treatment. 
Defence anaesthesia
The particular stresses and risks to mental health affecting military personnel are well recognised [67] . Care to ensure that actions are also taken in the workplace to support the restoration of mental well-being. The DMS is also currently running a phase-2 pilot project to ascertain the viability and effectiveness of self-referral directly to mental health services. After-hours support can be accessed through a 24-h MOD helpline.
External organisations
There are many external organisations with overlapping areas of interest and support regarding mental well-being.
These may be involved to varying degrees, depending on 
Suicide awareness and mitigation training
Individuals experiencing suicidal thoughts or following selfharm are often treated with a lack of empathy and sometimes hostility by those they encounter, including healthcare professionals [72] . This may be due to a lack of understanding about the causes and nature of suicidal thoughts and self-harm, and the anxiety that suicidal individuals can provoke in others. Healthcare professionals may also be unwilling to acknowledge that a colleague is at risk of suicide, for fear of being expected to manage that risk. There may also be a widespread belief in the inevitability of suicide, which may be an institutional impediment to the adoption of some suicide prevention strategies and may dissuade suicidal individuals from seeking help [73] .
Effective training in suicide awareness and prevention has been described in several settings [74] [75] [76] [77] [78] during their journey to becoming a specialist [81] .
Occupational physicians could, therefore, be a valuable source of advice regarding the effects of work on psychological well-being and vice versa.
Aftermath
The most immediate requirement in the event of a colleague's suicide is to acknowledge that the death will have a significant effect on psychological health in the organisation, beyond immediate friends/family and colleagues [82] . Typically, feelings of sadness and guilt will predominate, and these may affect non-clinical as well as clinical staff.
There are two broad but overlapping areas that require attention and/or action following an anaesthetist's suicide (see Appendix S2): the immediate and early response, dealing with both operational issues and the initial emotional reaction; and recognising and addressing the risk of harm to others affected by the death, including the risk of post-traumatic stress disorder, depression and suicidal ideation/or suicide in others, some of whom may already be at higher risk themselves
Box 12
The threshold for treating doctors should be much lower as we tend to seek help so late and underplay symptoms.
Treatment protocols must also be significantly more proactive: doctors cope and cope then fall off their perch late, which is what I did.
(such intervention has been termed 'postvention' [83] ).
Staff directly involved in providing medical care to their colleague (e.g. resuscitation and/or withdrawal of care) may be particularly affected and even start to question the quality of their care, however unjustified this may be.
There are many resources available that cover what to expect in the workplace in the event of a suicide, and of the range of interventions that might be useful [1, [84] [85] [86] [87] .
The Association of Anaesthetists' survey on suicide suggests that a lack of support and/or signposting to available resources, poor communication including a lack of open discussion/support, and insensitive prioritising of clinical work above all other considerations, may lead to significant distress, guilt, anger and/or resentment amongst surviving colleagues [5] . Senior staff attempting to manage the aftermath of a suicide may themselves need additional support.
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